before admission she developed profuse diarrhoea, four to five times per day, with blood and mucus. She subsequently noted a widespread blotchy rash, and a decrease in urine output. There was no relevant past medical history.
On examination she was pyrexial at 37-50C, with mild keratitis, splinter haemorrhages, extensive purpuric lesions over the extremities and buttocks, and numerous oral ulcers (Fig. la) ; there was a large necrotic perianal ulcer surrounded by purpura (Fig.  lb) . There was swelling and tenderness of the knees, ankles, wrists, elbows and small joints of the hands. Blood pressure was raised at 160/110 mmHg, but examination of the heart and lungs was otherwise normal. The abdomen was distended, but not tender. Neurological assessment was normal apart from bilateral conduction deafness.
Investigations showed: haemoglobin 10.5 g/dl, white cell count 26 6x109/l (80% neutrophils), platelet count 315 x 109/l, plasma creatinine 384 ,umol/l, serum albumin 37 g/l, alkaline phosphatase 261 IU/l (30-130) and aspartate amino-transferase 106 IU/1.7-40 Immunoglobulins and complement components were normal; rheumatoid factor and antinuclear factor were negative. Circulating immune complexes were detected by rheumatoid factor binding assay. Urine sediment contained numerous red cell casts and free red cells. Renal biopsy showed focal necrotising glomerulonephritis with crescents and mild tubular atrophy (Fig. 2) .
Stool microscopy and culture for Shigella, Salmonella, and Campylobacter were negative, as was the amoebic fluorescent antibody test. Sigmoidoscopy revealed ulcerated rectal mucosa, which bled spontaneously, but was normal beyond 10 cm. Rectal biopsy showed essentially normal mucosa and submucosa, with no evidence of vasculitis, granuloma formation of chronic inflammatory bowel disease; there were, however, large collections of neutrophils on the mucosal surface. Plain abdominal and chest radiographs were normal, but sinus radiographs showed mucosal thickening in both maxillary antra with a fluid concentration on the right. Barium meal and follow through 10 days after admission showed an abnormal and narrowed terminal ileum and caecum ( Fig. 3 ). Barium enema, 19 days after admission showed an ulcerated and ragged caecum; the sigmoid colon did not contract well, but the rectum appeared normal. 
